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one the marked trigeminal symptoms had been followed by atrophy just 
as was seen in this case, an atrophy which was muscular rather than an 
atrophy that involved the subcutaneous tissues, the bone and so on, as 
was the case in progTessive hemiatrophy. These cases he referred to he 
had not been able to label properly. He rememberd that Dr. Jacoby 
some years ago thought that they might be incipient cases of tabes, but up 
to the present time no symptom of tabes had developed. They were 
surely cases of trigeminal disease no other symptoms following. 

Dr. Adolf Meyer asked if there had been any electric reaction of 
degeneration in the facial nerve. 

Dr. Gordon, in closing, replied that Dr. Prince’s remark concerning 
the possibility of a muscular dystrophy cannot be accepted in this case 
for the reason that the duration of the disease has been eight years and 
further, the disease is confined to the face. His arms and the muscles 
of the neck are absolutely intact. The reaction of degeneration is very 
pronounced. Therefore the duration of the disease for eight years and 
the lesion being confined exclusively to the face throw out the diagnosis 
of muscular dystrophy. 

As to another possible origin of the disease, Brissaud suggested the 
possibility of syringomyelia of the medulla. The patient does not present 
sensory symptoms corresponding with that. There is no vasomotor dis¬ 
turbance so as to make us think of the sympathetic system. As to the 
question of operation, Dr. Gordon did not see what operation could ac¬ 
complish under these circumstances. 

{To be continued.) 
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The President pro tern, Dr. Adolf Mever, in the Chair. 

A CASE OF SUBCORTICAL TUMOR. 

By Richard Weil, M.D. 

The patient was a man, forty-two years old, a Russian, who, three 
months before he came under observation complained of severe headaches- 
from which he could obtain no relief. About the same time, some impair¬ 
ment of the mental faculties was noticed, and there was impairment of: 
vision which rapidly progressed to total blindness. 

During the first two months of his illness he also had two convulsions.. 
According to the history given by his wife, he would wake up in the night,, 
complaining that his left arm was shaking. From the arm, the movements 
would progress to the corresponding leg, and finally the entire left side 
would become involved, and unconsciousness would supervene. 

When the man entered the hospital, the optic nerves showed a secondary at¬ 
rophy. The'physical examination revealed very slight impairment of the 
motor functions. On the left side, the reflexes were slightly increased; there 
was no clonus in the patella nor ankle. Power was unimpaired; no ataxia; 
no Babinski. He had perfect thermal sensibility, and the pain sense was un¬ 
impaired. There was only one pronounced symptom, namely, astereogno- 
sis. which persisted up to the time of operation, and he was unable to 
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distinguish the form or character of any body that was placed in his left 
hand. This symptom was constant, invariable and very pronounced. The 
exact condition of the muscular sense could not be determined. 

Upon the strength of the above symptoms, a diagnosis of cortical 
brain tumor was made, and localized, according to Mills, in the right su¬ 
perior parietal, and the skull opened in the region indicated. The result 
was absolutely negative. No tumor was found, and the man died two days 
later of shock. At the autopsy, a subcortical tumor, situated at a con¬ 
siderable depth, was found. It was a glioma, originating in the posterior 
part of the lateral ventricle. The white fibers were scarcely involved at. 
all, and the tumor was nowhere near the cortex. 

, Dr. Weil said this was the only case he knew of in which a tumor 
situated as deeply as was this one had given rise to astereognosis; it was 
also remarkable inasmuch as this was the only symptom of localization. 

Dr. B. Sachs said the case reported by Dr. Weil was particularly in¬ 
teresting on account of the diagnosis. The symptoms that were present 
would certainly have induced anyone to make the diagnosis of a localized' 
cortical tumor. In addition to the astereognosis, the occurrence of con¬ 
vulsive seizures would point to cortical irritation; in fact, all the symp¬ 
toms were those generally associated with cortical tumor. In view of 
the autopsy findings, Dr. Sachs said that the most plausible explanation- 
of the cortical manifestations was that they were the result of the pressure 
exerted by the subcortical tumor upon the adjacent parts, thus interfering 
with the fibers that ordinarily conducted the stereognostic impressions from- 
the gray centers. 

The Chairman, Dr. Meyer, said that judging from a rather hurried in¬ 
spection of the specimen shown by Dr. Weil, he inferred that the tumor 
evidently was in close proximity to the cortex on the mesial side of the 
hemisphere, and to the corpus callosum. 

Dr. Weil, in reply to a question, said that an incision was made into 
the cortex at the time of operation, but nothing could be felt. In reply to 
Dr. Meyer he said that the corpus callosum overlaid the tumor and did 
not seem to be involved. There was certainly a considerable distance 
between the tumor and the cortex. The tumor originated in the lining 
epithelium of the ventricle, and destroyed only a small area of white. 
The most interesting feature of the case was that its effects should have 
been limited to the area giving rise to stereognosis. There was probably 
some interference with the fibers conducting the stereognostic sense, as 
suggested by Dr. Sachs : that explanation was more likely than to attribute 
the symptoms to cortical compression. On the other hand, the Jacksonian 
attacks certainly pointed to a cortical irritation; but the fact that the irri¬ 
tative motor symptoms were completely absent from the picture except for 
the two epileptiform explosions seems to point rather to sudden and pass¬ 
ing changes in the relation of the tumor to the brain, as by a sudden in¬ 
crease in size through edema. 

FUNDAMENTAL CONCEPTIONS OF DEMENTIA PR/ECOX. 

By Adolf Meyer, M.D. 

In this paper, the author gave an outline of the main facts of demen¬ 
tia prsecox, which showed the fundamental importance of a consideration; 
of the mental factors, the habits and ways of thinking of a patient, for an 
understanding of the disorder and prophylaxis and treatment. White 
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Kraepelin seemed to despair of such an explanation, and simply created 
a disease-entity on the ground of some final symptoms, such as negativism, 
mannerisms and stereotypes and disorders of volition, and appealed to the 
concept of autointoxication, he missed many factors which furnished a 
more intelligible and natural picture of the condition. As soon as we 
abandon the schematic use of conventional psychology and observe the 
actual experience and modes of mental activity of the patients, we see that 
most of the symptoms appear as perfectly natural results, not of abstract 
and so far undemonstrated auto-intoxications, or supported merely by frag¬ 
ments of histological knowledge, but of habits of function and mental activity 
which may in part open a chance for correction and should be pushed to the 
front, so that that danger could be recognized in time. As long as consump¬ 
tion was the leading concept of the dreaded condition of tuberculosis, its rec¬ 
ognition very often came too late to make therapeutics tell; if a few symp¬ 
toms and the outcome in dementia are the leading concept of a disorder, the 
physician will not think of it until dementia is established, and a declaration 
of bankruptcy drives him to fatalism. To-day, the physician thinks in terms 
of tuberculous infection, in terms of what favors its development or sup¬ 
pression, and long before “consumption” comes to one’s mind, the right 
principle of action is at hand; the change of habits, of breathing poor air, 
of physical and mental ventilation, etc. In the same way, a knowledge of 
the working factors in dementia praecox will put us into a position of 
action, of habit-training, and of regulation of mental and physical hygiene, 
as long as the possible “mental consumption” is merely a perspective, and 
not an accomplished fact. To be sure, the conditions are not as simple as 
with an infectious process. The balancing of mental metabolism and its 
influence on the vegetative mechanisms can miscarry in.many ways. The 
general principle is that many individuals cannot afford to count on un¬ 
limited elasticity in the habitual use of certain habits of adjustment; that 
instincts will be undermined by persistent misapplication, and the delicate 
balance of mental adjustment and of its material substratum must largely 
depend on a maintenance of sound instinct and reaction-type. 

In the antecedents of cases of dementia prtecox, one invariably finds 
where the facts are sufficiently well known, that the individual had abnor¬ 
mal ways of dealing with the situations of life, an inability to get square 
with events, and a tendency towards false adjustments. At first, perhaps, 
there is merely an excess of substitutive reactions, such as occur also in 
the normal, a shirking and scattered and distracted slurring over of the 
difficulties, secretiveness, instead of a frank ventilation and correction by 
joining the activities of the normal, a habit of excusing carelessness and 
lack of determination by hypocondriacal complaints or fault-finding with 
others, of the habit of passing over difficulties by imaginative thoughts, or 
mere praying, or pondering, or other expedients which as a rule help 
successively over an individual disappointment; or we find much more 
serious reactions, such as blind tantrums, or hysteroid outbreaks, or a 
mechanism of partial suppression, brought out so well by the studies of 
Breuer and Freud, and by the Zurich school; the creation of undercurrents 
of uncorrected false lingering attitudes, which form the foundation for the 
more serious developments which are almost pathognomonic of a disorder 
which marks the over-stepping of the elasticity; a disruption of judgment 
only insufficiently accounted for by any special mental or physical upset (t. e., 
without any evidence of intoxication or other delirium, or without the manic- 
depressive thinking disorder, or the foundation of the hysterical or epileptic 
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disorder), discrepancies between the mood and the general reaction, 
peculiar attention disorders and feeling of interference with thinking and 
deterioration in matters which are largely dependent on sound instinct, 
such as differentiation of the real and unreal, and the critique or imagina¬ 
tive material; all this in the face of relative clearness, so that we are 
forced to think of a fundamental deterioration or defect as the only means 
to account for so much perversion of instinct and reasoning. In connec¬ 
tion with this, there appear a number of symptom-pictures', also met with 
occasionally as more or less adequate excusable and corrigible reactions, 
such as states of puzzle, of religious and mystic fascination, of automatic 
and stuporous states such as can be in part obtained by hypnotic sugges¬ 
tion, or such as arise as psychasthenic and hysterical reactions (as we 
call them when they appear on sufficient and characteristic foundation). 
The insufficiency of the provoking factor, and the oddity and incongruity, 
rather than the mere excess of what might be the result of a sufficient 
cause in an average person constitutes one of the most important criteria 
for the estimation of the seriousness of the process. 

It is striking how, in well observed cases, all the symptoms and events 
stand out as necessary results of small beginnings, the knowledge of which 
is more important to the physician than the mere recognition of irrepar¬ 
able end results. As long as physicians are satisfied with such terms as 
dementia praecox; that is, a mere statement of an end result like consump¬ 
tion, and as long as they disregard the factors and conditions which work 
towards this final result, they miss their opportunities for action, and 
merely satisfy their empty desire to have a name for a disorder which is 
to be handed over to the asylums in a spirit of fatalism. The name is un¬ 
essential and only preliminary, and will have to be substituted by terms 
which designate specific mechanisms of work—the hysteroid reaction, the 
abnormal habit reaction, the type of attention-defect and of judgment- 
defect. The term dementia praecox will then become unnecessary, or will 
indicate merely the perspective, that which is likely to come about, but by 
no means necessarily so. Etiologically, the constitutional make-up counts 
for a great deal; but not in the vague sense of heredity and degeneracy 
merely. There is much more to be had in the study of deterioration of 
the habits and undermining of instincts and their somatic components. 

Dr. Meyer warns against elusive hopes in histological explanations, in 
auto-intoxication guesses and the tendency of the physician to over- correct 
common-sense, to rule out mental reactions from the domain of legitimate 
study, and reduce all mental diseases to the paradigma of general paralysis. 
If he continued, to believe that the only condition of mental health lies 
with the proper amount of indican and the ideal status of the parathyroid 
and a few other glands which lack of knowledge makes a home for a 
wealth of theories, he misses his chance with the great percentage of 
simple dementias. Mind, like every other function, can ‘ demoralize and 
undermine itself and its organ and the entire biological economy, and to 
study the laws of the miscarriage of its function and life, is one of the 
conditions for any true advancement in psychopathology. 

Dr. B. Sachs said that a few years ago he had placed on record his 
opinion regarding Kraepelin’s concept on dementia praecox, and he had 
since then seen nothing to disabuse him of the views held at that time; on 
the contrary, they had rather been confirmed. 

In regard to what should be implied by the diagnosis of a disease, to 
which Dr. Meyer had referred, Dr. Sachs thought the term should neces¬ 
sarily cover only two factors; namely, the morbid process and the clinical 
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entity. Those two factors had to be included in every diagnosis; otherwise 
it could not be properly considered. 

The speaker said the only objection he could raise to the diagnosis of 
dementia praecox, aside from the fact that the term was unfortunate and 
implied altogether too much, was that while deterioration was the central 
figure in a certain proportion of these cases, it was not so by all means in 
all of them. Kraepelin himself admitted that there was no dementia in 
17 per cent, of the cases in which he made the diagnosis of dementia 
praecox. A serious objection to the term was the inevitable ease with 
which the diagnosis was made, and the presumption that the symptoms in a 
typical case necessarily implied a great dread of chronic and serious 
deterioration of the mind. This was the one feature of the entire sub¬ 
ject that had always struck him most forcibly, and he could not admit 
that the term dementia was justified in a considerable number of the 
cases now tabulated under the title of dementia praecox. Still, he was 
willing to admit that a great stride in advance had been made through 
the influence of Kraepelin’s studies, and that it was far better to accept 
this one general clinical term, and to recognize a certain relationship be¬ 
tween a great many different disorders, which was formerly not properly 
recognized. 

Dr. William B. 'Noyes said that the paper of Dr. Meyer was worth 
most careful consideration, and was the first discussion of a mental disease 
before the Neurological Society, where the purely psychological side of 
the subject had been given due weight. In New York and in America in 
general, neurologists and alienists have not given adequate attention to 
psychology. He thought that the confusion that existed in our under¬ 
standing of dementia praecox was due to the fact that even while some 
attention had been paid to normal psychology, developmental psychology, 
which included a study of many defectives, queer children, etc., has been 
largely ignored, and it was among these that Dr. Meyer is demonstrating 
that dementia praecox has its inception. In the asylums, on the other 
hand, we had to deal with terminal cases, in whom the diagnosis was well 
established. In order to get a proper conception on the subject, the cases 
had to be studied from the beginning. 

There are certain terms that serve as a catch-all for a large number of 
cases. Some years ago the word degenerate was used in medical and 
general scientific literature to include a large class of abnormal types. Out 
of this class of degenerates may be recognized a large class of special 
cases that if we know the outcome, are to be eventually called dementia 
praecox. It is of paramount importance to recognize these early. 

Five years ago, Dr. Noyes said, he thought he had a fairly clear idea 
•of what was meant by dementia prsecox. Now he was much more un¬ 
certain in regard to the class of cases in which that diagnosis should be 
made. It seemed that these cases differed widely in their etiology and 
outcome, as well as in their clinical manifestations. The diagnosis was a 
-very broad one, and could only be properly comprehended by a study built 
upon normal and abnormal psychology. , , 

Dr. Smith Ely Jelliffe said that there were two phases of Dr. Meyer * 
paper which appealed to him as being of more than usual interest, and in 
which he heartily concurred with the presentation of the evening. T!hese 
concerned themselves with Dr. Meyer’s remarks on diagnosis and on 
prophylaxis. So far as diagnosis was concerned, he was m sympathy with 
Dr. Meyer’s standpoint, which was philosophical, and quite apart from a 
mere academic presentation of the subject. Just what constitutes a 
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diagnosis from a biological point of view in dementia praecox was by no 
means a simple matter to answer off-hand. In the shifting lights of 
psychological tendencies, it was difficult to pick out stable features which 
permit of the construction of a disease entity, and those who had studied 
what Kraepelin has termed dementia praecox from many points of view 
had emphasized this difficulty. He felt that more attention could be 
centered on the question of what constitutes a diagnosis with advantage. 

The objection that Dr. Sachs had raised to the term dementia praecox, 
because, according to one author, the cases temporarily classified thus did 
not show dementia in 17 per cent., he felt was of little weight. While it 
is desirable to have as good names as possible, even for shadowy entities, 
discussion of the name rather than the essence of the thing was fruitless. 
Some so-called fevers run their course without fever, but one symptom 
in a complex being absent in some individuals surely ought not to modify 
the abstract idea of the complex, as embodied in the word Used for the 
diagnosis, or temporary grouping. 

Dr. Jelliffe thought that Dr. Meyer’s analogy to the prophylaxis of 
tuberculosis, and its detection in an early stage, if rational therapy was to 
be instituted, was a crucial point. He had hoped that if possible, Dr. 
Meyer might present some psychological foundations, if such had been ob¬ 
served, whereby the pre-dementia praecox stages might be recognized. 
Were there mental types which reacted disastrously to their environment, 
types that might be classified by any of the newer modes of investigation 
of mental character? Were there certain memory types, certain reaction 
types, certain association types, which in line with Dr. Meyer’s idea of a 
habit psychosis might offer a clue as to the very early stages of a 
deteriorating process? 

Dr. Joseph Collins said that if he had understood the speaker aright, 
what he desired to impress upon us was that there was great incumbency 
on the part of the physician to interpret small signs indicative of the future 
occurrence of dementia praecox, occurring remotely anterior to the appar¬ 
ent beginning of that disease, to weigh with care and to place in proper 
perspective each particle of evidence that might be construed to indicate 
the disordered mind, and, especially to estimate it from the psychological 
point of view. We probably need to have this constantly brought before 
us, but for his part he would say that these patients are almost invariably 
seen by the general practitioner, who cannot possibly have the training, 
even though he have the inclination, nor the perspicacity either to detect 
these signs, or to estimate their importance. If, when such patients dis¬ 
playing trifling aberrance of act or conduct which parents construe as 
evidences of misbehavior, are brought to the alienist or to the student of 
psychological medicine, then no doubt many of these cases would be 
detected very much earlier than they are to-day; and, moreover, the fore¬ 
shadowing of the disease which we call dementia praecox and its early 
manifestations might become much more familiar. The speaker said that 
he did not understand that the validity of the term of dementia praecox 
was under discussion; despite this he said that he had a succinct objection 
to the use of the term, not based upon any academic discussion upon what 
the word diagnosis meant or should mean, but upon the significance of 
the term in the minds of physicians and the laity. It is now generally ad¬ 
mitted that dementia praecox occurs in some cases without recognizable 
dementia, and that dementia praecox recovers in a very considerable pro¬ 
portion of cases, but despite this it is, he believed, the conviction of the 
general practitioner and of the laity that the disease carries with it the 



336 


NEW YORK NEUROLOGICAL SOCIETY 


stigma of mental impotency which the victim will carry to his grave, and' 
that it is in general an incurable disease. Aside from this, he saw no 
particular objection to the term dementia prcecox. Likewise, he saw no 
particular advantage of it over the term which was supplanted; viz., 
hebephrenia, and especially when the latter was used without a qualifying 
adjective to describe its attributed origin from factors which we now 
know were symptoms and not etiological factors of the disease. 

Dr. Henry Rafel asked Dr. Meyer to illustrate by examples what he 
meant by “bad judgment,” “improper reaction to life,” and the other 
general qualities which, according to Dr. Meyer, render possible an early 
recognition of the disease or of the certainty or probability of its occurring 
later. Cases of dissolute conduct are often diagnosed as dementia praecox, 
but juries will not agree, as men of the world allow as normal a much 
greater latitude of conduct th^n closet-students. 

Dr. Meyer, in closing the discussion, said that whether we called this. 
condition dementia praecox or something else was of comparatively second¬ 
ary importance. The important feature was the utilization of the psycho¬ 
logical events that led to the formation of this group of cases. Kraepelin 
was very wise in starting from terminal dementia in shaping his general' 
picture of dementia praecox. But our task is to study the group with 
more reference to etiology and to the mechanism which leads to the end 
result of dementia. If the term appears unsatisfactory, we can explain 
to the public that every physician sees a certain percentage of the cases 
recover, and our duty as physicians is to learn to distinguish in the in¬ 
dividual case whether it is one doomed to dementia or one with chances 
of recovery; moreover, we must not allow the achievement of the diagnosis 
to stand in our way of establishing these facts, modification and correc¬ 
tion of which brings the chance of recovery. We thus remove the pessi¬ 
mism and fatalism, and push to the front that which is to help to the 
practitioner and an inspiration for progressive work. A brief reference 
to a case pointed to the necessity of paying attention to matters usually 
overlooked, but the only means of prophylaxis and of avoidance of 
relapse that is at present available to our knowledge. 

THE PSYCHIATRIC CLINIC AT MUNICH, WITH NOTES ON 
SOME CLINICAL PSYCHOLOGICAL METHODS. 

By G. H. Kirby, M.D. 

The writer gave first a brief description of Prof. Kraepelin’s new clinic, 
and the organization of the medical work. In the wards, one is impressed’ 
with the prevailing quietness and good conduct of the patients; this Prof. 
Kraepelin ascribes entirely to the methods of treatment in vogue, especially 
to the dormitory plan for observation, the rest in bed for all new cases, and - 
the use of continuous baths to quiet excitement. Many voluntary patients 
are admitted to the clinic, and a legal process for detention is resorted to 
only when necessary. 

Each physician on the staff, besides looking after his service, carries on 
some definite line of investigation, he has moreover, three months in each 
year to devote entirely to research work. 

The value of “secondary light reaction” as a pupillary sign in general" 
paralysis was mentioned. Some of the recent work in lumbar puncture 
was reviewed. By the addition of formalin to the fresh cerebro-spinal' 
fluid before centrifuging, preparations are obtained' which allow a more- 
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satisfactory differential cell count. Fischer has reported twenty cases in 
which the findings in the fluid during life were compared with the condi¬ 
tion of the meninges post-mortem. When a lymphocytosis predominates 
in the fluid, so can a lymphocytic infiltration of the membranes be demon¬ 
strated; if the fluid is rich in plasma cells, then this type of cell pre¬ 
dominates in the meninges. 

Kraepelin was the first investigator to apply the methods of experi¬ 
mental psychology to the study of mental diseases. There are a few 
methods in use which can be applied easily and quickly enough to be 
practicable in any insane hospital. 

As a measure of the amount of mental work which an individual is 
capable of doing, the method of continuous addition has been developed by 
Kraepelin and his pupils. With this method, we have a simple yet prob¬ 
ably the best way of estimating fatigue and at the same time we are able 
to study the influence of practice, and determine the restorative action of 
a pause during the work. Specht studied the traumatic neuroses with this 
method, and thought the absence of improvement with practice was in¬ 
dicative of dissimulation. 

Apprehension and retention are studied with an apparatus having a 
shutter arrangement, and by means of which a number of letters are ex¬ 
posed to view for a known space of time. The “writing balance” of Krae¬ 
pelin has been used in the study of certain symptoms, especially inhibition 
and retardation; e. g., in katatonia and manic-depressive insanity. 

The association tests offer one of the most important aids which we 
have to-day in the analysis of certain mental states. Jung has especially 
developed this method, and has shown how it can be used to discover 
undercurrents of thought or hidden complexes existing in the patient’s 
stream of mental activity, especially in hysteria and dementia praecox. 

Dr. Pearce Bailey said that he had had the good fortune to spend a, 
few months at Munich during the past spring. He had found Prof. Krae¬ 
pelin extremely cordial and accommodating. In addition to the weekly 
visit to the wards of the hospital, which gave the visitors an opportunity 
to examine and discuss the various cases, Kraepelin gave regular clinics 
on psychiatric and medico-legal subjects. Among the cases observed there,, 
those classified as dementia praecox were in the majority. There were 
also many cases of manic depressive insanity and general paresis, as well 
as the alcoholic forms of insanity. Other types of mental disease were 
not particularly frequent. Dr. Bailey said he saw no cases of involution 
melancholia, and only one which was pronounced paranoia. The speaker 
said he was struck by Kraepelin's views in regard to hysteria, to which 
group he gave a very much larger scope than we were accustomed to do 
in this country. For example, he ascribed the commission of many petty 
crimes to the trance states of hysteria. 

In referring to the statement made by Dr. Kirby that the patients under 
Kraepelin’s care were unusually docile and quiet, Dr. Bailey said he was 
inclined to partially attribute that to their low order of mentality, their 
intelligence having been stunted by generations of beer drinking; and also 
to the fact that centuries of strict military regime among the people, 
especially in Bavaria, have taught them to. heed authority. This, he 
thought, rendered the patients much easier to handle than those in our 
country. He said that what the student in psychiatry missed in Kraepelin’s 
clinic were the borderland cases—those cases in which it was difficult to 
say whether the individual was insane or not. 
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Dr. Jelliffe spoke of the pleasure he had had at the Munich clinic, 
especially with reference, to the unexcelled opportunities for laboratory 
work. The Munich clinic had at least four times as much proportionate 
floor space devoted to research laboratories as any other psychiatric clinic. 
The equipment was particularly ample. In addition to the features men¬ 
tioned by Drs. Kirby, Bailey and Gregory, he had been interested in the 
cinematograph in use for registering psycho-motor manifestations, and also 
Dr. Weiler’s excellent cinematographs of pupillary reactions. He also 
spoke of the Eglfing Asylum outside of Munich, and called attention to 
the system of exchange of assistants between Prof. Kraepelin’s clinic and 
the Eglfing Asylum. He also commented on the sensible plan of allowing 
a clinic assistant a three months’ respite from ward duty in order to carry 
on special research. 

Dr. M. S. Gregory said he considered Kraepelin’s clinic one of the 
best in Europe. In other parts of Germany he did not think the institu¬ 
tions for the insane were as good as those in our own country, so far as 
the care of the patients was concerned. In scientific work, however, there 
was no doubt that both in Munich and in some institutions in other parts 
•of Germany they were far in advance of this country. 

Dr. Kirby, in closing, said he did not think the docility of the patients 
in Kraepelin’s clinic could be altogether explained on the grounds ad¬ 
vanced by Dr. Bailey; they certainly would not hold good in the case 
of the female patients. 



